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Even with modern methods of treatment, many patients do badly after rupture of an intracranial aneurysm. The reasons for unsatisfactory outcome were examined in a series of 400 consecutive patients treated over 13 years (June 1977 -February 1990 . There were changes in treatment over this period, but an "open door" admissions policy was maintained throughout, meaning that the untreated prognosis should have remained constant. Over successive 100 patient cohorts, management mortality fell steadily from 38% to 24%. A detailed analysis of the reasons for poor outcome suggested that changes in management within the constraints of the currently available methods of treatment would probably have little effect on overall outcome. Most patients who did badly after surgery did so either because of preexisting neurological damage or because of some technical difficulty at the time of operation itself.
FACTORS AFFECTING OUTCOME AFTER ANEURYSMAL SUBARACHNOID HAEMORRHAGE WAS Taylor, R Bullock, P Harries. Glasgow Over the past five years, neurosurgical management of patients with subarachnoid haemorrhage has changed considerably. For example, the use of calcium antagonists has become routine, and Glasgow, in common with many other centres, has introduced early surgery. To assess the effect of changing patterns of management on the outcome of patients with aneurysmal subarachnoid haemorrhage (SAH) a consecutive series of 296 patients with angiographically demonstrated aneurysms managed during a three year period (1986) (1987) (1988) were reviewed retrospectively. Two hundred and seventy five patients from this selected series came to craniotomy after their first SAH. Twenty three patients (8%) were not offered surgery because of poor medical or neurological condition. Fifteen clinical, radiological, operative and post operative variables were studied and their association with outcome (Glasgow outcome scale), was tested using univariate analysis.
The overall mortality rate was 9 4% and for those operated upon was 4%. Factors significantly associated with a poor outcome (dead, vegetative These results compared favourably with those reported in the recent International Study' (14% surgical mortality rate). A policy of selective early surgery, prophylactic Nimodipine therapy, and vigorous ICU treatmnent of ischaemic deficit appears to offer the best prospect for improving outcome after aneurysmal SAH. Evidence from this study suggests that more patients in Grades IV and V may benefit from admission and neurosurgical management (68% of 28 patients making a favourable outcome).
1 Kassell NF. J Neurosurg 1990; 73:37-47 polymorphonucleocytes.' The authors reported that ET-1 and b-ET produced subarachnoid haemorrhage in the anaesthetised New Zealand white rabbit. Systemic administration of ET-1 (1 nmol/kg; n = 8) or b-ET (3 nmol/kg; n = 8) produced a substantial rise in the left ventricular systolic pressure (LVSP) and caused subarachnoid haemorrhage (SAH) in 75 (17%) and 87-5 (12%) of the experiments respectively (p < 0 05). The cyclo-oxygenase inhibitor indomethacin (5 mg/kg iv) potentiated the pressor effect of both peptides. Groups pretreated with indomethacin before ET-1 (n = 3) or b-ET (n = 3) developed SAH. Control animals treated with vehicle (saline; n = 7), the carboxy-terminal of b-ET (CT 22-38; 3 nmol/ kg; n = 3), or indomethacin alone (n = 3) developed neither rise in LVSP nor SAH. A rise in blood pressure alone is unlikely to account for the SAH encountered with ET-1 and b-ET as angiotensin II (AII; 1 nmol/kg/ min for 30 min; n = 8), produced a larger increment in LVSP but did not cause any SAH. Furthermore, there was no significant correlation between the rise in LVSP produced by ET-1 or b-ET and the severity of the haemorrhage. (CPP) .
Seventeen patients (34%) developed increased MCA velocity (mean > 100 cm/s), which was observed only when CPP exceeded 60 mmHg (p < 0 0001). Of these 17 cases, six had global hyperaemia (arteriorvenous oxygen content difference < 4 ml/dl) and they had bilateral increased MCA, anterior (ACA) and posterior cerebral artery (PCA) velocity. The remaining 11 patients had unilateral (n = 9) or bilateral (n = 1) increased MCA velocity and one had unilateral increase of MCA, ACA and PCA velocity. Noncontusion related low density lesions (NRI) were noted on follow up CT in four of the 11 nonhyperaemic patients in the territory of vessels with increased velocity but none in the remaining 39 patients (p < 0 01). Among the nonhyperaemic patients with increased velocity, all with NRI required therapy to restore compromised CPP compared with one out of five without NRI (p < 0-05).
In conclusion, development of increased velocity is dependent upon CPP. The authors had evaluated a new collagencoated woven vicryl mesh previously used in urological repairs. Its "handling characteristics" and suture strength are superior to other substitutes.
In this study three degradable dural substitutes were compared: 1) collagen vicryl (Bovine collagen coated vicryl mesh); 2) Zenoderm (Porcine dermis); and 3) Lyodura (Lyophilised human cadaveric dura). Using a rabbit model the materials were implanted into 1-5 cm by 0 7 cm dural defects. In the control group the dura was excised but not replaced. Fifty five animals were used. They were killed at two, four, eight, 12 and 24 weeks after implantation, and the craniotomy was re-opened. The four groups were evaluated in two ways; 1) adhesions between the cortex and dura were graded and photographed; 2) the histological and macroscopic characteristics of the neomembrane was assessed in decalcified H and E stained whole cranium sections.
Collagen vicryl produced few adhesions to the cortex and was replaced by a neomembrane with good union to the host dura. In controls, no dural layer was formed and there were severe cortical adhesions. Zenoderm and Lyodura remained undegraded and produced more adhesions to cortex than collagen vicryl. Collagen vicryl supports ingrowth offibroblasts and the production ofa new collagen layer which resembled the original dura by three months. procedure. The results of this small study showed that there was a 100% risk of contamination with blood and or bone dust for the main surgeon performing the craniotomy and using a high speed drill. As an assistant the risk dropped to 50% for blood contamination and 80% for bone dust. Spinal surgery led to no contamination except where metal fixation was used and again this was attributed to the use of the high speed drill. Therefore it was recommended strongly that protective glasses should be used during craniotomy and whenever the high speed drill is used. In recent years prophylactic surgery for all patients with occult dysraphism (OSD) has been advocated.' Whilst this may be necessary for selected cases, the true incidence and natural history of OSD is unknown and therefore the ideal management for each patient is unclear and must be assessed individually.
The management of 22 children and 27 adults with occult spinal dysraphism (OSD) was reviewed. Patients presented in three groups: 1) childhood (CD), 2) secondary adult deterioration (SCAD)-a patient known to have dysraphism but to have been neurologically normal or stable for many years, and 3) primary adult deterioration (AD). A combination of compressive and tethering lesions were found more commonly in the adult group (AD). Surgery was mainly undertaken for rapid neurological deterioration or pain. Large sacrococcygeal tumours are rare and remain a difficult management problem. Chordomas are one of the commoner tumours encountered and may account for 30-40% of post-rectal/sacral tumours. However, they only represent 3-4% of primary bone tumours, which themselves are rare. They tend to be locally destructive and have malignant potential, having a well documented ability to metastasise. Nevertheless, local recurrence tends to be the greatest management problem.
Four consecutive cases were presented who had been managed in the last two years, aged 21 to 66 years; three were chordomas and one a schwannoma. Each was managed by a combined general and neurosurgical approach. Major radical excision of the tumour was attempted in all patients, involving high amputation of the sacrum and lower sacral nerve root division, as appropriate.
The authors suggested that these large lesions could be radically excised with limited postoperative morbidity and excellent preservation ofneurological function, including sphincter control, provided one S2 root was left intact. Future management should be directed toward early diagnosis with the hope of achieving "cure". Open stereotactic resection ofthe amygdala and hippocampus in the dominant hemisphere using the Kelly-Goerss-Kall apparatus had been used on four patients (mean age 23, 2 males: 2 females). All four patients had a cessation (2) or very marked reduction in seizure frequency (2) 
